surveys in Botswana, Kenya and Zimbabwe and local data from other countries of Sub-Saharan Africa indicate some fertility decline. These declines, occurring amid different socioeconomic conditions, suggest important regional and subnational variations in the context in which reproductive behavior can change.
In South Africa, major changes in fertility and in reproductive and contraceptive behavior have been reported, but the lack and inaccessibility of appropriate data have prevented detailed analysis. 1 The available evidence indicates that fertility has been declining for three decades. Furthermore, this trend is evident both in industrialized urban areas and in impoverished rural areas. A study of three poor communities in different provinces showed a consistent downward trend in fertility. 2 Related to this trend is the widespread practice of contraception. By the end of the 1980s, even in rural subregions where use was lowest, contraceptive prevalence reached 35%; in other rural areas, it was 43%.* 3 The aim of this article is to identify the dominant features of contraceptive behavior in the predominantly rural South African subregion of Transkei.
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Contraceptive Prevalence in Rural South Africa
By Orieji Chimere-Dan T hroughout the 1970s and 1980s, the possibility of major changes in reproductive norms and widespread adoption of fertility-regulating behavior in poor Sub-Saharan African settings appeared quite remote. It seemed that the African culture was resistant to changes in reproductive behavior and that there was little prospect for fertility decline.
At least two factors contributed to this perspective. First, demographic transition theory, which has guided most research in population, has embodied too narrow a conception of how to achieve socioeconomic progress in non-Western societies; consequently, alternative forms of and routes to development (and the resulting changes in reproductive norms) in African societies have not been seriously researched. Second, until recently, the available data were not comprehensive and accurate enough to permit detailed analyses of subnational and local-area demographic processes in many African societies. Emerging evidence from national-level
Study Setting
Transkei was one of four black subregions of South Africa that were made politically independent as part of the government's apartheid policy of racial segregation and territorial fragmentation. † These areas, which were known as homelands, were allowed fewer employment and other economic opportunities than "white" South Africa; consequently, on the whole, they were poorer than the white areas. Since 1994, Transkei has been part of the Eastern Cape, one of the country's poorest provinces. With 3.6 million inhabitants, 4 Transkei contains 55% of the population of the Eastern Cape and approximately 10% of the South African population.
The subregion's population grows at a rate of 2.6% per year; the crude birthrate and crude death rate are 43 births per 1,000 population and 17 deaths per 1,000, respectively. 5 The infant mortality rate is 70 infant deaths per 1,000 live births, and the total fertility rate is 4.7 lifetime births per woman.
6
A study of 2,290 women aged (Six additional areas in the formerly "white" South Africa were given some autonomy and designated "self-governing territories" during the apartheid regime.) Transkei is in most respects typical of the former homelands regarding the socioeconomic legacies of apartheid and other historical experiences; it was chosen for this analysis primarily because it has the most recent detailed data on contraceptive behavior. Generalization of the Transkei evidence to the other former homelands is only implicit, although fragments of data pieced together for other rural areas and former homelands present a similar picture to that offered here. A multistage, stratified probability sampling design was used to generate a sample size sufficient to produce the desired estimates for Transkei overall and for broad socioeconomic categories. For the study, Transkei was divided into eight regions. Within each region, a self-weighting sample was drawn, using Transkei's 28 districts and 968 administrative areas as primary and ultimate sampling units, respectively.
Two pretested questionnaires were used for data collection. In the first stage of the interviews, basic demographic and socioeconomic data were collected on 2,290 households and on each household member. In the second stage, one woman aged 15-49 per household (out of all women in this age-group) was selected at random for interview. Respondents provided information on fertility; family-size preferences; and a wide range of other variables, including breastfeeding, postpartum sexual abstinence, unwanted pregnancies, contraception, abortion, infant mortality and public awareness of government activities in population (specifically the Population Development Programme) in Transkei.
Questions about contraception were adapted from the Demographic and Health Only 5% of the people of Transkei live in areas that are considered urban, but this designation is based mainly on these areas' administrative functions; the "urban" areas have most of the same basic characteristics as other parts of the subregion.
A notable feature of the population of Transkei is the excess number of females over males in most adult ages-particularly in the economically active ages-due to the massive migration of men to other parts of South Africa for employment in the mining and industrial sectors. Men make up just 32% of the population aged 15-64 and 29% of the population aged 20-59. Women head 46% of households in Transkei.
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The subregion is one of the poorest parts of South Africa. An estimated 74% of total household income is contributed by migrant members, and 64% of the population have no income; 8 the per capita personal income averages R119 (US $33) per month. 9 The rate of unemployment is approximately 50%, 10 and the average number of nonworking persons supported by working persons in the population is 7.7 (compared with 1.7 for areas of the country other than the former homelands).
11
Most households lack basic amenities: In 78%, water is drawn from a river, stream or dam, 12 and 37% do not have toilets; a woodlot is the source of cooking fuel used by 73% of households. Basic health services are lacking in Transkei, and diseases of poverty (such as measles, typhoid and tuberculosis) are common.
13

Data and Methods
This article is based on data from 2,290 women interviewed between March and June 1994 for a survey on fertility and famSurvey questionnaires and included information on whether the respondent had ever attempted to prevent a pregnancy, her age and parity at her first attempt to prevent a pregnancy, and whether she had ever heard of and used different methods of contraception. The survey also covered current use of various contraceptives, the source of the most recently used method and reasons for current use. Table 1 shows the distribution of the women in the sample by a variety of background characteristics. The age distribution of the respondents is fairly similar to that of all women of reproductive age reported in the 1991 census. A similar comparison for other characteristics cannot be made because the relevant census data have not yet been published.*
Results
Levels of knowledge and use of any contraceptive method are shown in Table 2 (page 6). Contraceptive prevalence is quite high: Overall, 60% of women in Transkei have ever used a method, and 42% are currently using one. The level of current use is particularly surprising in view of Transkei's socioeconomic profile. Some 89% of women have heard about any method of contraception, a somewhat lower proportion than would be expected for the level of contraceptive use.
Contraceptive knowledge and use vary to different degrees according to women's background characteristics. For example, while contraceptive knowledge is highest among women younger than 30, use peaks among those between the ages of 20 and 34. A higher proportion of urban women than of women living in other areas are current contraceptive users. Additionally, never-married women are more likely than currently married women to be using a method (53% vs. 34%). The proportions of women who have ever used and who are currently using a method increase markedly with the level of education; current use ranges from 16% among uneducated women to 67% among those with the most schooling. Finally, women have never been married are sexually active, and 68% of those who are sexually active currently practice contraception (not shown). Table 3 shows women's levels of knowledge and use of various contraceptive methods. Injectables are the most widely known and used methods, representing 58% of current use. The pill is the second most widely used method of contraception, accounting for 29% of current use. The condom is relatively well-known (recognized by 45% of all women), but is not widely used. Rhythm is the least known and least used method.
These data reveal another characteristic of contraceptive behavior in the Transkei society: the widespread use of highly effective methods of contraception. This feature, which is common among black South African contraceptive users, 17 is due mainly to the limited range of methods provided by the government program. In the past, government services to blacks promoted methods that required minimal education, little client involvement and few follow-up services.
18 Table 4 shows age patterns among users of various methods. As it illustrates, use of the pill (and to a lesser extent, injectables) varies noticeably by age. Oral contraceptive use is concentrated among very young women; pill prevalence falls from 43% among 15-19-year-olds to less than 20% among 30-44-yearolds. In contrast, reliance on injectables rises gradually with age, peaking at about 65% among women in their 30s. While these two methods account for most use among women in each agegroup examined, reliance on female sterilization also becomes sizable among those in their 40s. who are employed outside the home know about and use contraceptives somewhat more than nonworking women. Table 2 revealed that the level of current use is higher among never-married women than among their currently or formerly married counterparts in Transkei. The current-use data below confirm this pattern for all age-groups except the oldest: As in several other parts of South Africa for which data are available, 15 marriage appears to be losing its hold as the prerequisite for socially accepted sexual relations in Transkei. An important aspect of this phenomenon is the high rate of sexual activity among never-married teenagers. 16 
Age
More than 70% of Transkei teenagers who
The government is the main source of contraceptive services in Transkei. Most users obtain their method from a government health center or clinic (63%) or a government hospital (22%). Only 3% rely on mobile clinics as their source, and 1-2% go to private hospitals or clinics. Alternative modes of delivery, such as communitybased distribution, social marketing and networks of personal acquaintances, are not common in this society.
As Table 5 indicates, the most common reason women give for using contraceptives is to terminate childbearing (43%). In all, 33% of users wish to space births, and an additional 21% want to delay their first birth. As one would expect, most teenagers who use contraceptives (59%) do so to delay their first birth. The same reason is given by the largest proportion of women aged 20-24 (34%). Women in their late 20s use contraceptives more for birthspacing than for other reasons. Most users aged 30 or older wish to stop childbearing. Currently married users are about equally likely to want to space and stop births; their never-married counterparts, by contrast, predominantly want to either delay their first birth or terminate childbearing.
Finally, Table 6 (page 8) shows that sexual inactivity and desire for a pregnancy are the most common reasons women give for never having practiced contraception (given by 21% and 17%, respectively). Other reasons include husband's objection (13%), religious or cultural objections (13%) and fear of side effects (11%).
Desire for pregnancy and being pregnant are the main reasons women give for having discontinued contraceptive use (22% and 15%). Husband's objection (14%), sexual inactivity (12%) and fear of side effects (11%) are also factors in current nonuse of contraceptives by women who have previously used a method.
Among women who have never used contraceptives, 41% intend to use a method in the future. Of these, 88% know the 6 International Family Planning Perspectives nature of the South African migrant labor system is a key factor in its impacts on socioeconomic structure, family life and reproductive behavior in rural areas. Several studies have shown destabilizing effects of the migrant labor system on the rural economy, community and family. 19 The system upset the marriage market and created a scarcity of marriageable men in the former homelands. Furthermore, migrant workers' wives were not permitted to stay at their husbands' place of employment, and men's usually long periods of absence put considerable strain on the sexual faithfulness of married couples.
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A general result of this situation is the relaxation of norms governing nonmarital and extramarital sexual relations. One specific effect is that never-married women in their late 20s or older who engage in sexual relations and childbearing are no longer stigmatized.
Another effect is the high proportion of marital and nonmarital households in the former homelands that are headed by women. The migrant labor system in South Africa conferred superficial economic and conjugal autonomy on many women. Women's involvement and roles in economic production grew dramatimethod they plan to use, and the same proportion know where to get their intended method. Injectable contraceptives and the pill are the two methods that most potential first-time users intend to use (59% and 31%, respectively). Some 4% of women who intend to use a method say their preference is to undergo sterilization; none plan to use the condom. The remainder intend to use spermicide or traditional methods.
Discussion
The central question raised by the results of this study is the reason for the high level of contraceptive use in this society. In what social environment has widespread use of highly effective contraceptive methods by poor rural women become an acceptable norm? The three main features of contraceptive behavior identified in this articlethe high prevalence of contraceptive use in Transkei, the use of highly effective methods and widespread use among never-married women-cannot be adequately explained using isolated development indicators such as income and urbanization. Measured by any such indices, Transkei is a typical poor African society, in which one would not expect the levels and quality of contraceptive use that are reported here.
Historical, political, social and economic changes provide a wider context within which to understand the high prevalence of contraceptive use among the South African poor. In the rural South African society that evolved through the long periods of colonialism and apartheid, the realities of material conditions arising from public policy changed the sexual norms such that the widespread use of birth control in marital, nonmarital and extramarital sexual relationships became increasingly tolerated.
By far the most powerful factor in this process is the economic and political policies that transformed rural areas into reserves of cheap wage labor for the services of South African mines, industries and commercial agriculture. The sex-selective cally as they performed household, economic and community activities in the absence of most economically active men. Although men still make important household and community decisions, women gained more freedom to make household and personal (including reproductive) decisions.
In this context, rural women in South Africa see and use contraceptives as part of a socioeconomic adjustment strategy; motivational activities by the government cannot fully account for the prevailing contraceptive behavior in Transkei. In fact, only 29% of women in the study knew about the government's Population Development Programme, which since 1984 has invested a vast amount of resources in information, education and communication programs aimed at controlling the population growth rate. Although the program's message may well have reached the respondents in indirect ways, its effect on reproductive and contraceptive behavior has been limited. Among those who had heard about the program, only 38% indicated that their views and family-size preferences had changed as a result.
The types of reproductive decisions that rural South African women make in the absence of their husbands and other men should be understood in the context of expanded female responsibilities and relative autonomy. Within and outside marriage, women use contraceptives to avoid becoming pregnant and thus jeopardizing their chances to fulfill their multiple socioeconomic responsibilities. Deserted wives, women who fail to find husbands and teenagers with little prospect for socioeconomic advancement often resort to offering sexual favors in return for financial or other economic assistance from men.
In situations where women do not per- have been the immediate cause, it created a social and economic environment in which changes in contraceptive norms and behavior were easily accepted by rural women as part of a sociocultural and economic adjustment strategy. The Transkei evidence confirms that reproductive norms and behavior in African societies, as in other societies, adapt to changes in the economic and social environments of which they are an integral part.
ceive cooperation from their male partners or where sexual activity is a result of unavoidable economic pressures, adult and teenage women may engage in sexual intercourse but use contraceptives. In such circumstances, women opt for methods with maximum efficacy and a high level of secrecy; this explains the popularity of injectables, which are widely distributed in the government program. Lastly, the role of government family planning services must be highlighted here. Obviously, some positive correlation would be expected between the availability of contraceptives in government hospitals, clinics and health centers and the ease with which women realize their contraceptive desires. In Transkei, all 30 government hospitals and 255 clinics and health centers are outlets for contraceptive services. However, a shortage of doctors, poor services, inadequate transport for clients and staff, understaffing, lack of drugs, poor working conditions and low staff morale characterize health facilities that offer family planning services. 20 Although no rigorous evaluation of the national family planning program has taken place, recent reviews have reported that a major problem of the program is that it has not been client-friendly. 21 The point here is that the government family planning program could not have created the high demand for contraception that exists in rural areas of South Africa. Instead, government services met and continue to meet the demand created by social conditions that resulted from decades of unfavorable public policy in these areas.
The high levels and unexpected patterns of contraceptive use in Transkei can be understood in the context of family, community and social disorganization introduced by the system of migrant labor. Whereas the migrant labor system may not 
